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Health Care Reform: An Examination
of the Case for Individual Mandates
Sarah Schares
ABSTRACT. Senator Hilary Rodham Clinton has recently put forth a plan in which
individuals would be required to purchase health insurance. Her plan has been the target
of intense criticism. Individual mandates would target the free-riders of health care and
would likely improve the health of the uninsured. Shortcomings of the mandate are the
difficulty of enforcement and the unfair burden placed on lower-middle income people.
Careful examination of the evidence suggests that the U.S. should not impose individual
mandates for health insurance.

I. Introduction
There is considerable dissatisfaction with the current United States health
care system. In a recent survey of 12,000 patients in seven industrialized
nations (Australia, Canada, Germany, the Netherlands, New Zealand, the
United Kingdom, and the United States), “one-third of the American
respondents felt their system is so dysfunctional that it needs to be rebuilt
completely- the highest rate in any country surveyed” [New York Times
2007, para. 1]. It comes as no surprise then that health care reform is one
of the key topics in the current political debate. Senator Hilary Rodham
Clinton, picking up on society’s concerns, has proposed a system of
individual mandates for health insurance. So, the question is - should the
U.S. create a nationwide system of individual mandates for health
insurance?
The proposal is radical. In fact, it would eliminate the freedom of
choice Americans currently possess. Individuals would no longer have
the option to not purchase health insurance. What’s more, it would give
the government an increased role in the daily lives of its citizens. Some
have called individual mandates “socialist health care.” On the other end
of the spectrum, individual mandates are hailed as a potential solution for
the current lack of insurance by many in the United States. Note that this
paper will not attempt to measure the attractiveness of Senator Clinton’s
specific plan. Rather, this paper will address the appeal of individual
mandates in general. After weighing the arguments for and against the
mandate, this paper finds that the U.S. should not impose individual
mandates for health insurance.
13
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II. Background
A. TERMINOLOGY
An individual mandate for health insurance is a “regulation that requires
individuals (eighteen and older) to be responsible for purchasing their
own health insurance” [Sasser 2007, 63]. Like mandates for auto
insurance, it requires individuals to hold a basic insurance policy as
defined by the government. The basic health insurance plan, as defined
in Senator Clinton’s reform proposal, would emulate the private health
care plans offered to Congress through the federal employee benefits
program, as well as Medicare [Steinhauser and Crowley 2008, para. 13].
All insurers, including public programs, would be required to offer
the basic health care plan [Lichiello et al. 2003, 5]. Employers who offer
health insurance would also be required to offer at least the basic health
care plan [Lichiello et al. 2003, 5]. The uninsured who could not afford
to purchase the basic plan would be eligible for government subsidies or
for coverage under public programs [Lichiello et al. 2003, 5]. The
government would provide subsidies in the form a sliding scale premium
price based on income, an income tax deduction or refund, or individual
health accounts [Lichiello et al. 2003, 5]. In Massachusetts, subsidies are
provided to low-income individuals in the form of a sliding scale
premium price based on income; as one’s income rises, the premium one
pays increases along the sliding scale [Sasser 2007, 25]. Individuals who
earn up to 150 percent of the federal poverty line pay no premium, while
premiums for those with higher incomes range from $18 to $137 per
month for a single adult [Sasser 2007, 25]. Individual health accounts,
also referred to as health savings accounts, allow individuals ineligible for
employer-provided health care to pay for health care coverage on a pretax basis; the savings incurred is the subsidy [Sasser 2007, 31].
As with any mandate, an enforcement mechanism would be necessary
to ensure compliance. The most commonly proposed enforcement
mechanism for individual mandates in the U.S. is the IRS, where
individuals would have to show proof of health insurance when they file
their income taxes. For those who fail to comply, their personal tax
exemption might be withheld [Sasser 2007, 25]. Massachusetts currently
uses this type of enforcement mechanism. There, individuals who failed
to submit proof of health insurance coverage by December 31, 2007
forfeited their personal income tax exemption when they filed their 2007
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income taxes [Sasser 2007, 25]. The penalty for noncompliance in 2008
has been raised to 50 percent of the “least costly, available insurance
premium that meets the standard for creditable coverage” [Sasser 2007,
25].
B. INDIVIDUAL MANDATES IN PRACTICE
To develop a better understanding of individual mandates for health
insurance and their likely effect on the United States, it pays to look at
existing mandates. One problem with this approach is that individual
mandates are not commonly used. Massachusetts, Switzerland, and the
Netherlands are the only places to use individual mandates [Glied 2007,
1613]. The study of individual mandates in Massachusetts would provide
the greatest insight regarding their probable impact on the United States.
Unfortunately, mandates in Massachusetts are new, so this paper will look
at their use in Switzerland. By no means, however, do the outcomes in
these areas demonstrate the actual effects of individual mandates. That
would require the ability to isolate the effects of individual mandates
from other factors. No known scholarly attempts have been able to do so,
although various reports about the success of individual mandates have
been issued. The debate concerning individual mandates has been
predominately theoretical.
In December 2007, the press reported estimates of the reduction in the
uninsured in Massachusetts following the introduction of individual
mandates. Prior to the reform, there were anywhere from 372,000 to
600,000 people without health insurance [Nuzzo 2008, para. 4]. Since the
reform, 300,000 have purchased some form of health care coverage,
leaving only 100,000 to 300,000 still uninsured [Nuzzo 2008, para. 5].
While the decline in the uninsured surely looks good, Massachusetts
has seen a substantial increase in health care spending. For the fiscal year
ending July 30, 2007 health care spending in Massachusetts increased
approximately $1.2 to $1.4 billion [Nuzzo 2008, para. 13]. Much of the
increase in health care spending was due to subsidies to low-income
residents under Commonwealth Care [Nuzzo 2008, para. 14]. The actual
cost of the subsidies was not reported but it could be assumed to be at
least $720 million. Tim Murphy, Massachusetts Secretary of Health,
estimated that the costs of providing subsidies to low-income residents
would total roughly $720 million per year [Symonds 2006, para. 13].
According to Jon Kingsdale, director of the Massachusetts Health

16

Major Themes in Economics, Spring 2008

Connector, “there’s simply no question there is not a dollar-for-dollar
offset from taking people out of the free care pool and adding them to the
rolls of the insured on a subsidized insurance plan” [Nuzzo 2008, para.
16].
Across the Atlantic individual mandates have a longer history. They
were introduced in Switzerland in 1996 under the Revised Health
Insurance Law [Civitas 2002, 2]. The goals of the reform were to achieve
universal coverage, make insurance more affordable for low and moderate
income people, and control health care costs [Noble 2007, para. 4].
According to Noble, a notable Swiss journalist, individual mandates have
achieved universal coverage in Switzerland. “Everyone has access to the
same comprehensive health insurance coverage, at the same premiums,
and to the same quality of medical care” [Noble 2007, para. 5]. The
reform’s goals of more affordable insurance for low and moderate income
people and lower health care costs, however, have arguably not been
realized. Switzerland, much like the United States, currently faces
escalating health care costs. As a result, some middle income families in
Switzerland spend as much as 16 percent of household income on health
insurance coverage [Noble 2007, para. 7].
From reviewing individual mandates in Massachusetts and
Switzerland it may seem like their effects are obvious - fewer uninsured
and higher health care costs. However, such a conclusion would be
premature. There are notable complications with identifying the effects
of individual mandates in these areas. In Massachusetts, an employer
mandate is also enforced, where firms with more than ten full-time
equivalent employees are required to provide health insurance; they’re
also required to “make a fair and reasonable premium contribution
towards the cost of their employees’ health insurance” [Sasser 2007, 25].
It is possible that the decline in the uninsured in Massachusetts had more
to do with the employer mandate. Similarly, the high cost of health care
in Switzerland may have more to do with the Swiss’s definition of the
basic health care plan. In Switzerland, the basic health insurance plan
resembles luxury health care plans in the U.S. or Germany [Civitas 2002,
2].

III. The Debate
The rising cost of health care and the increasing rolls of the uninsured
have captured America’s attention. To counter these problems,

Schares: Health Care Reform

17

politicians and researchers have created a variety of reform plans. The
recent proposal for individual mandates has sparked a heated debate. Mitt
Romney, who implemented individual mandates in Massachusetts just
two years prior, has spoken out against using individual mandates
nationwide. He, however, is just one of many caught up in the debate.
Proponents of individual mandates emphasize the moral obligation to the
uninsured. They also stress the positive effect increased health care
coverage would have on society. Proponents also claim that individual
mandates would eliminate the free-rider and adverse selection problems
that currently exist. By eliminating these problems and the inefficiencies
that result from them, it is believed that individual mandates may result
in reduced health care costs. Proponents also argue that the benefits
generated from extending coverage to the uninsured will exceed the cost
of doing so.
Opponents question the likely efficacy of individual mandates, their
equitability, and the cost implications. Critics of individual mandates
argue that the mandates will not be enforceable. Opponents also claim
that individual mandates are unfair. They would force people to purchase
health insurance they may not be able to afford. Critics also doubt that
individual mandates can reduce health care costs. Some even argue that
reform may not be necessary.
A. REASONS FOR IMPLEMENTING INDIVIDUAL MANDATES
1. Moral Obligation to the Uninsured
Some people have proposed individual mandates in order to protect
the uninsured. As one might expect, the uninsured receive considerably
less care than the insured. In 2001, the full-year uninsured received care
worth $1,253 per person as compared to $2,484 per person for the
privately insured [Hadley and Holahan 2003, 70]. The uninsured “have
fewer physician visits per year, are less likely to have a hospital stay and
have shorter lengths of stay, are at a much greater risk for in-hospital
mortality, and are more likely to die prematurely from avoidable diseasespecific conditions” [Hisnancik and Coddington 1995, 10]. The Institute
of Medicine has estimated that 18,000 Americans die each year due to
lack of health insurance and the inability to receive routine care [2003, 2].
The uninsured are also subject to increased psychological stress.
Uninsured families face the uncertainty of financial turmoil brought on
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by a serious illness or injury [Institute of Medicine 2003, 1]. “Uninsured
children also lose the opportunity for normal development and
educational achievement when preventable health conditions go
untreated” [Institute of Medicine 2003, 1].
Proponents of individual mandates stress the relatively worse health
of the uninsured as evidence of the need for increased health care
coverage. They contend that increased coverage would lead to improved
health among the currently uninsured. They argue that when the currently
uninsured receive health insurance they will likely seek more preventative
care, thereby improving their health.
According to some opponents, there is an inherent problem with this
argument. They claim that health care coverage does not guarantee
access to health care, nor does it necessarily lead to better health [Tanner
2006, 2]. Tanner argues that the experiences of rationing in countries
with national health care systems serve as proof of this claim. According
to Tanner, “one million Britons are waiting for admission to National
Health Service hospitals at any given time, and shortages force the NHS
to cancel as many as 100,000 operations each year” [2006, 10]. Canada
and New Zealand have similar problems. In Canada, more than 800,000
patients were on a waiting list to receive medical procedures in 2005
[Tanner 2006, 10]. “Access to a waiting list is not access to health care"
[Wall Street Journal 2005, para. 4]. According to the Vancouver-based
Fraser Institute, “Canadians wait an average of 17.9 weeks for surgery
and other therapeutic treatments” and “the waits would be even longer if
Canadians didn't have access to the U.S. as a medical-care safety valve”
[Wall Street Journal 2005, para.4].
Despite the troubles with national health care systems, there is some
evidence that health insurance does lead to improved health, although
Tanner has suggested this evidence is “uncertain at best” [2006, 2]. Levy
and Meltzer, professors at the University of Chicago, studied the
relationship between health insurance and health, specifically looking for
a causal relationship between the two. In most cases they observed that
health insurance had a small, positive effect on health outcomes among
infants, the elderly, and the poor [Levy and Meltzer 2001, 3]. There was
some evidence that expansions in health insurance did not result in
measurable improvements in health. In the end, Levy and Meltzer
concluded that health insurance can improve health, especially among
low-income individuals. It should be noted that they found no evidence
at the time suggesting that increased health insurance would be superior
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to other health promotion endeavors, such as campaigns to advertise
healthy lifestyles [2001, 34].
Ultimately, the appeal of individual mandates as a means of
improving the health of the uninsured depends on the actual relationship
between health insurance and health. If Tanner is correct and the
relationship is “uncertain at best” one could not advocate individual
mandates on the grounds that they would improve health among the
uninsured. Problems with national health care seem to suggest that health
insurance may not lead to better health even though some studies of
European countries with national health insurance have reported a
reduction in avoidable mortality [Hisnanick and Coddington 1995, 17].
Avoidable mortality is, however, a crude measurement of health; “studies
that rely on these (as many do) may fail to capture changes in healthrelated quality of life” [Levy and Meltzer 2001, 2]. Since Levy and
Meltzer appear to be authoritative figures, it is fairly safe to assume that
their conclusion regarding the relationship between health insurance and
health is accurate; this means that increased health insurance coverage
can be assumed to improve the health of the poor uninsured. The
relatively wealthy uninsured would not likely see a substantial
improvement in their health; they probably do not forego needed
treatment.
2. Protection of Society
In addition to specifically protecting the uninsured, individual
mandates are believed to protect society. James Tobin, a renowned
economist, made that very claim in a presentation to the University of
Minnesota in 1994. “We don’t want to allow a child or even an adult to
behave in ways likely to do irrevocable self-damage. But generally
protection of individuals from themselves is intertwined with protection
of society” [1994, 2]. Tobin’s argument makes sense. The uninsured put
the insured population at risk. According to the Institute of Medicine,
high uninsured rates lead to reductions in hospital services and health
programs, such as communicable disease surveillance [2003, 1]. High
uninsured rates within a community may drive health care providers out
of the area altogether [Institute of Medicine 2003, 1]. Furthermore, the
poorer health and premature death or disability of uninsured workers
results in lost productivity, which “diminishes the economic vitality of the
country” [Institute of Medicine 2003, 1]. Lower productivity results in
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higher costs to employers, which could mean higher output prices or
lower employee wages.
Much like the previous argument this one depends on the relationship
between health insurance status and health status. As already established,
increased coverage can be assumed to lead to improved health among the
poor uninsured. Society should realize some benefits from increased
health care coverage.
3. The Free-Rider Problem
There is a free-rider problem in the current U.S. health care system.
The uninsured receive care, typically in an emergency room setting where
they cannot be turned away for lack of health insurance or ability to pay,
and then fail to pay for the care they receive. As any economics student
knows, there’s no such thing as a “free lunch”. Someone must pay for the
expenses the uninsured incur. The costs of treating the uninsured are
passed onto tax-payers, the insured, and even physicians. In 2001,
uncompensated costs totaled roughly $35 billion dollars [Hadley and
Holahan 2003, 69]. Of that amount, $30.6 billion was paid by the federal,
state, and local governments; the remaining $5.1 billion was provided by
physicians, measured as the value of their time spent providing
uncompensated care [Hadley and Holahan 2003, 72].
Proponents emphasize that individual mandates would eliminate the
free-rider problem. But just how large a problem are the free-riders? In
2001, uncompensated costs of the uninsured were approximately 2.8
percent of total personal health care spending [Hadley and Holahan 2003,
69]. That 2.8 percent includes the care received by the uninsured that
could not afford health insurance. The cost of the care received by these
individuals should not be included in the cost of free-riders; after all,
society will still have to pay for their health care. The uncompensated
cost of this group would be reallocated to finance the subsidies they
would receive. The insured also contribute to uncompensated costs. In
2001, the insured received $14.9 billion in uncompensated costs [Hadley
and Holahan 2003, 69]. Relative to the costs of the insured free-riders,
it would appear as though the uninsured free-riders are not that big of a
problem.
Some opponents argue that individual mandates will not solve the
free-rider problem. In a recent Cato Policy Report, Glen Whitman stated
that an “individual mandate will do little, if anything, to solve the
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problem of the free riders” [2007, para. 2]. As already noted, the
uninsured are not the only free-riders. Individual mandates, however,
would only target the uninsured free-riders. Also, in order to eliminate
the free-rider problem individual mandates must be capable of persuading
the uninsured free-riders to purchase health insurance. As will be
discussed later, individual mandates may not be capable of doing so. The
free-rider argument, though appealing, may not justify imposing
individual mandates.
4. The Adverse Selection Problem
Individual mandates are believed to eliminate the adverse selection
problem. The adverse selection problem, within the context of health
insurance, has two dimensions. One is the problem created by the
discrimination of insurance companies against individuals with
preexisting conditions. Insurance companies, in an attempt to make
profits in the competitive insurance industry, are sometimes said to
“cherry-pick” their customers, whereby they insure the relatively healthy
and deny coverage to the unhealthy. The unhealthy individuals denied
coverage are then forced to rely on the providers of last resort. Because
the uninsured seek treatment so late, their expenses are relatively higher.
Emergency room visits are expensive and treatment for a prolonged
illness is likely to require greater medical efforts. The treatment supplied
by the providers of last resort is therefore expensive. It is also inefficient.
More often than not the uninsured could be treated in a clinic. Moreover,
had the uninsured been able to receive treatment early on the costs would
have been substantially lower.
The adverse selection problem also refers to the higher risk associated
with people who voluntarily buy insurance. When health insurance is
voluntary, some individuals will not purchase it, despite being able to
afford it. Meanwhile, individuals with poorer than average health will
desire to purchase health insurance. The insured pool is then sicker than
average, which results in higher premiums for all, including healthy
people who want to buy insurance. Forcing the young and healthy, who
make up a fair proportion of the currently uninsured, to buy insurance
would reduce the overall risk of the insurance pool, and reduce premiums
for all. With the recent concern over escalating health care costs, this
would be an attractive move.
The reduction in premiums that may result from the elimination of the
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adverse selection problem depends on whether there are cross-subsidies
in existing insurance pools [Tanner 2006, 10]. “If everyone’s rates are
actuarially fair, then young people’s explicit or implicit premiums do not
result in lower or higher premiums for anyone else” [Tanner 2006, 10].
If that is true, then the adverse selection problem could not be used to
promote individual mandates. Cross-subsidization occurs within
employer-provided insurance pools, where employees pay the same
premium, given they have the same insurance plan and the same number
of beneficiaries. If the young and relatively healthy uninsured purchase
employer-provided insurance, it is possible that the premiums for all
employees would be reduced. If, however, the uninsured purchase
individual plans directly from a health insurance provider, it is not likely
that premiums would be reduced. Individuals who purchase directly from
health insurance providers are more likely to be charged an actuarially
fair premium.
5. Cost vs. Benefit
Some argue that the benefits from extending coverage to the
uninsured will outweigh the cost. According to the Institute of Medicine,
“the estimated benefits across society in healthy years of life gained by
providing health insurance coverage are likely greater than the additional
social costs of providing coverage to those who now lack it” [2003, 4].
The Institute of Medicine projects gains due to “better health outcomes
from continuous coverage for all Americans” would be worth between
$65 and $130 billion each year. At the same time, the Institute of
Medicine projects the cost of the uninsured to increase by $34 to $69
billion each year [2003, 2-3]. A similar study was conducted for the
expected gains from increased coverage in Massachusetts, prior to the
introduction of individual mandates. This study estimated that the value
of better health would exceed the incremental cost of expanding coverage
by a ratio of nearly 3:1 [Holahan et al. 2004, 8]. Len M. Nichols, director
of the Health Policy Program of the New America Foundation, reported
less optimistic figures. According to Nichols, the total economic costs of
the uninsured are approximately equal to the cost of the low-income
subsidies necessary to finance universal coverage in the United States
[2007, 25].
There are problems with these studies. It is possible that the Institute
of Medicine overestimated the benefits of increased coverage. In 2001,
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one-third of the uninsured earned at least $50,000 [U.S. Bureau of the
Census 2007, 21]. This group probably received treatment when needed
and paid out-of-pocket. To assume that this group would incur significant
gains in “healthy years of life” is optimistic. If the Institute of Medicine
included these individuals in its estimate, then it likely overestimated the
benefits.
Some believe that the Institute of Medicine also underestimated the
cost of increased coverage. Joseph Newhouse, professor of Health Policy
and Management at Harvard, claimed that the Institute of Medicine’s
“estimate is likely to be unrealistically low” [Newhouse and Reischauer
2004, 180]. Individual mandates would require that all individuals have
at least the basic health insurance plan. Currently there are people who
are underinsured. Under the individual mandate, the underinsured would
be required to “beef up” their health insurance plan [Newhouse and
Reischauer 2004, 180]. The underinsured probably lack a comprehensive
health care plan because they cannot afford it, meaning some of the
underinsured would be eligible for subsidies. The Institute of Medicine
underestimated the cost of extending coverage to the uninsured because
it failed to account for this group. One cannot know then whether the
benefits from increased coverage would exceed the cost.
6. Cost Containment
Some argue that individual mandates will work to contain health care
costs. By requiring individuals to purchase health insurance, the number
of health insurance consumers increases. Santerre and Neun, authors of
Health Economics: Theories, Insights, and Industry Studies, argue that in
order to attract the business of the new consumers, health insurance
companies will be compelled to offer “high-quality, low-cost insurance”
[2006, 543]. They claim that the increased competition among health
insurance providers will contain costs. Others argue that costs will be
contained through elimination of the free-rider and adverse selection
problems. As discussed earlier, forcing the relatively young and healthy
to purchase health insurance may result in lower premiums for all.
Similarly, forcing the free-riders to pay for their health care may
encourage them to “shop” smarter, where they only seek treatment when
the marginal benefit exceeds the marginal cost.
While some believe individual mandates result in reduced costs, there
are those who disagree. Fuchs, an economics professor at Stanford
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University and former president of the American Economics Association,
argues that individual mandates would do little to reduce current overall
costs, much less future inflation [Emanuel and Fuchs 2007, 14]. He
contends that “only comprehensive reforms will eliminate the
inefficiencies and perverse incentives of the existing system” [2007, 14].
While that may be true, there is a more basic point. Individual mandates
would increase the demand for health insurance, which would increase
the cost of health insurance. In Massachusetts premiums increased 12
percent in 2007, which was twice the national average [Dalmia 2008,
para. 4; Claxton 2007, 1]. Although that increase cannot be directly
attributed to the individual mandate, economic theory would suggest it
was partly to blame.
Opponents also argue that further government regulation, such as an
individual mandate, may lead to higher health care costs. Michael J. New
found that “state-level regulations of health insurance are correlated with
higher premiums” [New 2005, 5]. In New’s study, the average monthly
health insurance premium in states with more than twenty-six mandated
benefits exceeded the average monthly premium in states with twenty-six
or fewer mandated benefits; the difference in average monthly premiums
was $23.58 [New 2005, 4]. Would federal-level regulations not have the
same effect on health insurance premiums?
Individual mandates may also lead to higher administrative costs.
The individual mandate would have to be enforced. Individuals who
qualify for subsidies would have to be identified. Both tasks are likely to
lead to a significant increase in administrative cost. Eugene Steuerle of
the Urban Institute believes “the administrative and enforcement costs of
collecting the penalty would be enormous” [Tanner 2006, 4].
B. REASONS AGAINST
MANDATES

IMPLEMENTING

INDIVIDUAL

1. Efficacy
Many critics doubt the individual mandate’s ability to increase health
care coverage. They contend that some individuals will not comply with
the mandate. According to Sherry A. Glied, a respected health policy
researcher, “mandates can, but do not always, increase participation in
programs” [2007, 1613]. Glied claims that “the effectiveness of a
mandate depends critically on the cost of compliance, the penalties for
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noncompliance, and the timely enforcement of compliance” [2007, 1613].
Eugene Steurle agrees with Glied’s claim, stating that “a mandate is only
as good as its enforcement mechanisms” [1994, 62].
As already mentioned, the enforcement mechanism for individual
mandates in the U.S. would most likely be the IRS. However, there are
problems with using the IRS as the enforcement mechanism.
Approximately 18 million Americans are not required to file their income
taxes with the IRS because they do not make enough money, and another
9 million fail to file [Tanner 2006, 3]. That is potentially 27 million
whose health insurance status would not be tracked [Tanner 2006, 3].
How then will the government ensure that these individuals comply?
David Hyman, an adjunct scholar at the Cato Institute, has studied the
likely efficacy of individual mandates in the United States. Studying the
system in Massachusetts, he found that “the sanctions for noncompliance
are far too low to encourage the purchase of coverage” [2007, 5]. There,
individuals who fail to comply with the mandate face a $200 fine the first
year and $1,200-$1,500 in subsequent years; it would have cost them
roughly $2,400-$3,000 to pay for health insurance [Hyman 2007, 5].
Hyman argues that even with the imposition of higher penalties,
Massachusetts would not likely see a substantial increase in coverage
[2007, 5]. In making this claim, he relied on the noncompliance rates
with mandates for auto insurance, despite the strict penalties associated
with noncompliance. The penalties for driving without auto insurance
include license suspension, substantial fines, and even jail time, yet 14
percent of motorists in the U.S. are uninsured [Hyman 2007, 5].
Opponents often refer to noncompliance with mandates for auto
insurance as evidence that people will not comply with an individual
mandate for health insurance. The argument seems logical, but it is an
“imperfect analogy” [Tanner 2006, 10]. Individuals that do not like the
mandate for auto insurance can choose not to drive [Tanner 2006, 10]. As
Tanner points out, individuals would not have that option with a mandate
for health insurance; they would not stop consuming health care [2006,
10]. Tanner also notes the difference in motivation for enforcing each
type of mandate. Mandates for auto insurance are enforced to protect
society, not the motorist [Tanner, 2006, 10]. Mandates for health
insurance would be enforced primarily to protect the individual.
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2. Reform Not Warranted
Despite the dissatisfaction with the current health care system, there
may not be a need for health care reform. The media has claimed that the
current health care system is failing. In making their claim, they have
used figures such as the number of uninsured in the U.S., the proportion
of individual income spent on health care, and the life expectancy and
infant mortality rates in the U.S. as compared to Canada. While their
approach seems reasonable, it fails to paint an accurate depiction of the
U.S. health care system.
According to the U.S. Census Bureau, the number of uninsured
Americans in 2006 reached 47.0 million, an increase of 2.2 million from
2005 [2007, 18]. The 47.0 million, however, does not refer to the number
of Americans that cannot afford or are denied health insurance, as is often
implied in the media. In fact, this 47.0 million includes illegal
immigrants, the young and healthy who choose not to purchase health
insurance, and individuals eligible for Medicaid [Mankiw, 2007, para.
14]. Only a fraction of the 47.0 million are Americans who cannot obtain
health insurance. To illustrate this point, about one-third of the uninsured
in 2006 earned at least $50,000, and 19 percent earned at least $75,000
[U.S. Census of the Bureau 2007, 21]. Clearly, these individuals are
capable of purchasing health insurance. Should society be concerned
about these individuals?
Furthermore, there are approximately twelve to thirteen million illegal
immigrants currently residing in the U.S, according to the Center for
Immigration Studies. Others estimate the number of illegal immigrants
to be anywhere from seven million to twenty million [Camarota 2007,
para. 4; Knickerbocker 2006, para 2]. Jeffrey S. Passel, a senior research
associate at the Pew Hispanic Center, estimated that 59 percent of the
undocumented non-citizen adult immigrants in 2004 lacked health
insurance [2005, 35]. With approximately 8.8 million adult illegal
immigrants in 2004, the number of uninsured totaled roughly 5.5 million
[Passel 2005, 18]. Assuming the number of adult illegal immigrants held
steady at 8.8 million through 2006 and the same proportion were
uninsured, one could conclude that 5.5 million illegal immigrants were
uninsured in 2006. Considering the recent influx of illegal immigrants
and the decline in employer-provided insurance, it is likely that the
number of uninsured illegal immigrants exceeded 5.5 million in 2006.
When society speaks of the trials and tribulations of the uninsured does
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it mean to include illegal immigrants?
Excluding these two groups leaves approximately twenty-three to
twenty-four million uninsured. We have effectively halved the number
of the uninsured individuals in the U.S, and that still includes those
people who are eligible for Medicaid but have not applied for it. Twentynine percent of the uninsured in 2006 were probably eligible for Medicaid
or the State Children’s Health Insurance Program [Wall Street Journal,
2008, para. 8]. That potentially eliminates another thirteen million from
the total uninsured, leaving only ten to eleven million.
Concerns about rising health care costs in the U.S also may not be
warranted. Health care costs as a percentage of U.S. GDP have risen over
the years, and now account for approximately 16 percent of U.S. GDP
[Mankiw 2007, para. 19]. So, what does this mean? Can the high costs
be equated with inefficiency in the current health care system or are there
additional or alternative forces at work? Mankiw argues that a greater
proportion of income spent on health care is not necessarily bad. In fact,
he says it may be “a symptom of success”, reasoning that Americans
spend more on health care due to technological advances and greater
income [2007, para. 19]. In supporting this claim, he relies on the work
of economists Charles I. Jones and Robert E. Hall, who characterize an
increasing share of income spent on health care as “a modern form of
progress” [Mankiw 2007, para. 21]. They make an excellent point. “As
we grow older and richer, which is more valuable: a third car, yet another
television, more clothing- or an extra year of life?” [Mankiw 2007, para.
20].
Reports comparing the life expectancy and infant mortality rates in
the U.S. and Canada are also somewhat misleading. Yes, the life
expectancy is lower in the U.S. than in Canada. Also, infant mortality
rates in the U.S. are higher than in Canada. These statistics do not imply
that Canada’s health care system is superior to the United States’. In fact,
there is sufficient evidence to suggest otherwise. The lower life
expectancy in the U.S. is likely due to the higher incidence of homicides
and accidents in the United States [Mankiw 2007, para. 5]. Higher infant
mortality rates in the United States are more likely the result of higher
rates of teen pregnancies in the U.S than in Canada [Mankiw 2007, para.
9].
Taking these factors into consideration, can society really say that the
current health care system is failing as has been reported? Moreover, can
society make a case for health care reform? One thing is certain: “As we
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look to reform plans, we should be careful not to be fooled by statistics
into thinking that the problems we face are worse than they really are”
[Mankiw 2007, para. 22].
3. Equity Issues
Critics have claimed that requiring individuals to purchase health
insurance, which they may not be able to afford, is unfair. Indeed, forcing
low-income individuals to purchase health insurance would be unfair. To
overcome this problem, the government would provide subsidies to these
individuals to offset any hardship. The concern then is not low-income
people, but rather the lower-middle income class who are ineligible for
subsidies. Opponents claim that individual mandates would force the
lower-middle income class to “divert funds from more pressing needs”
[Dalmia 2008, para. 2].
If taxes were raised to finance the subsidies to low-income people, the
lower-middle income class would bear the greatest burden. Charles L.
Ballard and John H. Goddeeris measured the efficiency and distributional
effects of financing individual mandates with a tax increase of .12 percent
[Ballard and Goddeeris 1999, 49]. They found that the individual
mandate imposes a 20 to 38 percent increase in the marginal tax rate on
lower-middle income families [Ballard and Goddeeris 1999, 43].
To avoid imposing an unfair requirement, the United States
government might exempt certain individuals from the mandate.
Massachusetts has exempted 60,000 individuals from the mandate based
on their income, and it has created an exemption process for those who
feel they cannot afford to purchase health insurance, regardless of their
income level [Sasser 2007, 25].
4. Path to Single-Payer System
As has been previously mentioned, individual mandates are
sometimes equated to “socialist health care”. Michael Tanner has
publicly expressed such a belief, stating that “by distorting the health care
marketplace, an individual mandate would set in place a cascading series
of additional mandates and regulations resulting, ultimately, in a
government-run health care system” [2006, 9].
As extreme as that statement is, it has some merit. Switzerland, a
long-standing employer of individual mandates, has recently seen a push
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for a single-payer system. In March 2007 the Socialist Party and the
Popular Group of Families proposed a single-payer system in Switzerland
[Noble 2007, para. 6]. The proposition was voted on shortly thereafter
and was overwhelmingly defeated. In fact, only two states out of twentysix voted in favor of the single-payer system [Noble 2007, para. 10].
Although it was defeated it has prompted “modifications to the law from
all sides” [Noble 2007, para. 16]. The modifications Noble refers to are
not explicitly mentioned, but surely they would include increased
regulations. Whether or not they would stimulate the transition to a
government-run health care system is uncertain.
It is worth noting that individual mandates were not imposed
overnight in Switzerland. The Swiss initially opposed individual
mandates. Only after a century of debate were individual mandates
employed in Switzerland. It is possible then that a single-payer system is
in the works but that is uncertain.

IV. Economic Analysis of the Debate
Many of the supporting arguments for individual mandates presume that
universal coverage is optimal. Proponents argue that compared to other
means of achieving universal coverage, such as an employer mandate or
a voluntary system with subsidies for low-income individuals, individual
mandates are superior. This paper will not attempt to determine whether
the United States should strive for universal coverage. There is no
consensus on whether universal coverage is optimal. This analysis will
focus on whether individual mandates would improve the current health
care system.
As previously mentioned, the uninsured rate in the United States has
increased over the past few years. In 2006 it increased from 15.3 percent
to 15.8 percent [U.S. Bureau of the Census 2007, 18]. Rising uninsured
rates are problematic, especially when the uninsured are primarily
individuals who cannot afford health insurance. As already noted, high
uninsured rates place financial stress on health care providers. Individual
mandates could potentially resolve the uninsurance problem. Their
ability to do so depends on whether the currently uninsured will comply
with the mandate. So, will the uninsured comply? It is likely that the
individual mandate will be capable of reducing the uninsured population
but the size of the reduction is uncertain.
In Massachusetts, the uninsured population was reduced by
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approximately 50-82 percent, depending on the number of uninsured prior
to the reform [Nuzzo 2008, para. 5]. It is doubtful that the United States
would see such a large reduction in the uninsured. As previously
mentioned, the reduction in the uninsured in Massachusetts may have had
more to do with the employer mandate that was simultaneously
introduced. The increase in the uninsured in Massachusetts, prior to the
reform, was primarily due to the decline in employer-provided health
insurance [Sasser 2007, 6]. As a result of the employer mandate,
employees who previously lost employer-provided insurance were once
again provided this benefit. The reduction in the uninsured may have had
little to do with the individual mandate. It could have been that the
people who purchased health insurance following the reform did so of
their own accord. This would suggest that the individual mandate would
have less success reducing the uninsured in the United States.
Another reason individual mandates in the United States may have
less success in reducing the uninsured is that they are difficult to enforce.
As discussed earlier, the likely enforcement mechanism for individual
mandates has serious shortcomings. It would potentially fail to track the
health insurance status of approximately 27 million Americans [Tanner
2006, 3]. An employer mandate is relatively easier to enforce. It is easier
to ensure compliance with large firms. This could have compensated for
the difficulties associated with enforcing the individual mandate in
Massachusetts.
Although individual mandates would reduce the uninsured population
(by some amount), the cost implications would not likely support
individual mandates. As already discussed, individual mandates would
likely lead to higher health care costs, both in terms of total personal
health care spending and the cost of health insurance. The increase in
demand for health insurance would lead to higher prices. Increased
government restrictions might also lead to higher premiums. Higher
premiums might price some individuals out of the market, which means
the government would have to increase the subsidies it provides. By
extending health care coverage to the uninsured, the uninsured are likely
to consume more health care, meaning greater health care spending.
What’s more, enforcement of the individual mandate is likely to lead to
higher, possibly “enormous”, administrative costs. As noted earlier,
health care spending in Massachusetts in 2007 increased $1.2 to $1.4
billion and premiums increased twice as much as the national average
[Nuzzo 2008, para 13; Dalmia 2008, para. 4; Claxton 2007, 1].
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Much of the appeal of individual mandates is their ability to make the
free-riders pay for the health care that they receive. However, as already
mentioned, the free-rider problem may not justify individual mandates for
health insurance. Moreover, they may not solve the free-rider problem.
It is likely that some individuals will not comply with the mandate. Some
might prefer to remain uninsured. The young and relatively healthy might
be better off paying the penalty for noncompliance and paying for their
health care out-of-pocket. As mentioned earlier, the initial penalty for
noncompliance in Massachusetts was only $200, while the cost of a
health insurance plan ranged from $2,400 to $3,000 [Hyman 2007, 5]. As
long as individuals consumed less than $2,200 to $2,800 in health care,
they were better off paying the penalty. Individuals who take especially
good care of their health may prefer to pay out-of-pocket for their health
care.
Ultimately, the appeal of individual mandates in the United States is
determined by society’s goals. If U.S. citizens are most concerned with
reducing health care costs, individual mandates should probably not be
imposed. If, however, the U.S. is most concerned about reducing the
uninsured population, then individual mandates might be an attractive
option. The ideal health care reform policy would work to reduce the cost
of health insurance, making it more affordable for low-income
individuals, thereby reducing the uninsured population. Yet it seems that
if a policy were known that would reduce the cost of health insurance
without sacrificing the quality of health care, it would already be in place.
As mentioned earlier, it is possible that the United States is not in need of
health care reform.

V. Conclusion
While both sides present some valid arguments, the opponents overall
make a stronger case. There is evidence to suggest that health care reform
is not warranted. The free-rider argument is in fact relatively weak.
Despite proponents’ claims, individual mandates are likely to lead to
higher health care costs. It is also uncertain whether the benefits from
increased coverage would exceed the cost of extending coverage to the
uninsured. For these reasons, this paper finds that the U.S. should not
create a nationwide system of individual mandates for health insurance.
Further research is needed regarding the total cost and benefits of
individual mandates, specifically under the premise of only a partial
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decrease in the uninsured. At this point in time, all cost-benefit analyses
have been performed under the presumption that individual mandates lead
to universal coverage. If the benefits were found to exceed the cost of
implementation with anything less than universal coverage, the decision
regarding individual mandates would be subject to change.
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